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EVIDENCES 
IN FAVOR OF INHERITANCE 
IN CANCER* 


JosEpH McFartanp, M. D. 
‘Philadelphia, Pa. 


With your indulgence, I prefer to speak on a 
very different topic. When I received your in- 
vitation, I was unwell, I didn’t know what I 
could do, and thinking to be accommodating, 
wrote that I would speak on “Malignant Diseases 
of the Breast.’”’ But since then I have felt 
better, my interest in some other subjects in- 
creased, and I should like to speak on “Evidences 
in Favor of Inheritance in Cancer.” 

If anyone has come a long distance to hear me 
talk about the breast, I shall be glad to do so, 
but if it is immaterial to you, I will make the 
change. 

CHAIRMAN BAsTIAN: Suppose we ask for a 
vote on it. 

’ Dr. W. Epwin Birp: Mr. Chairman, in view 
of the courtesy of the speaker in endeavoring to 


come here, in spite of a physical disability, I’ 


think we might reciprocate and allow him to 
_ choose his own subject. 

Dr. McFarianp: I am obliged to you and 
sorry to put you to all that trouble. So much 
is known about cancer that its literature would 
fill a large library and I am sure I could talk to 
you straight running for ten hours on the parts 
of it that I happen to know, but, after all, when 
carefully sifted, it boils down to a surprisingly 
small amount of real information. 

We do not know really what cancer is, we do 
not know what causes it, and, lastly, of course, 
we do not know how to cure it. 


That is an amazing amount of ignorance for 
people living in our times, times of which we 
are accustomed to say that in the last one hun- 
dred years more has been added to our medical 
science than in all the time before, and of that 
which has been learned in the last century, most 
of it of importance has been achieved in the last 
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half century. Yet, here is one of the greatest 
single causes of death among human beings in 
all parts of the world, unknown in cause, unknown 
in nature, and incapable of being satisfactorily 
treated. All we are doing for cancer today is 
what Hippocrates did in his day. He dug it out 
with a knife; we do that. He burned it out with 
hot irons, and we do that in a more refined meth- 
od by electric sparks, hot wires and diathermy ap- 
paratus, and we now add bombardment with 
x-rays and emanations from radium which 
achieve the same end and no more. 


The question now arises whether we are obliged 
to have cancer or not; whether we are doomed 
to suffer and die of cancer when we are born, or 
whether it is something that comes upon us. A 
good deal of the investigation that has taken 


place recently, and a number of important ob- 


servations, lead people to conclude that it is an 
accidental circumstance arising in our lives. This 
is supported by the fact that people who work 
with anilines and in paraffins, and have their 
hands and forearms bathed in these chemical sub- 
stances, and those who work in certain kinds of 
cotton mills where mineral oil is used in an ap- 
paratus called a mule, which continually spins 
and distributes the oil so as to saturate the cloth- 
ing about the middle of the body, suffer from 
cancers about the groin. Chimneysweeps used 
to suffer from cancer of the scrotum, and people 
who work in aniline dye factories frequently have 
cancer of the bladder. And by painting tar on 
the ears of rats and on the backs of mice, it is 
possible to produce cancers. All of these things, 
as I say, seem to correspond to this general view 
that cancer is something that accidentally comes 
upon us because of our environment and to which 
we would never be obliged to yield or succumb 
had it not so happened. 


But I ask you to notice certain facts that seem 
to be in contradistinction to this. All of the 
people who work in anilines do not get cancer; 
not all the mice and rats whose ears and backs 
are painted with tar get cancers; not all the dye 
workers get cancers of the bladder. Only some 
of them do, so there seems to be some difference 
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in people that leads to some, but not all of them 
having cancer. 

It has long been customary to suppose that 
cancer may be inherited, and in all hospitals, and 
I suppose everywhere in private practice, as soon 
as a case of cancer appears, the patient is ques- 
tioned. Is there any cancer in your family? And 
often the answer comes: No, there is no cancer 
in my family. But what this really means is that 
the patient knows of no cancer in his family. 


What our patients know about themselves and 
their families is inadequate and often incorrect. 
If one has a long line of antecedents who occu- 
pied prominent positions in the social world, the 
educational world, the theological and ecclesias- 
tical world, or the financial world, those ances- 
tors are thought about, talked about and written 
about in the family records. It is with great 
gratification that one looks back and says, “I 
have descended from a judge of the Supreme 
Court of Massachusetts,” or a governor of Mas- 
sachusetts, or a Pilgrim Father who landed in 
1620, ‘there were four college presidents among 
my ancestors,” and so on. 

But when it happens that one of the ancestors 
was incarcerated for larceny or hanged for horse 
thievery in the West, or busted a bank, or com- 
mitted a murder, or was burned at the stake as 
a witch, or something of that sort, the family 
carefully suppresses it. Nothing is said about 
it, and after those who lived simultaneously with 
the happenings have passed away, the whole 
thing is forgotten. 

The same things happen with family diseases. 
There is something about cancer, like leprosy, 
that is regarded as loathsome. A case of cancer 
is not talked about. “Yes, she died of an ob- 
scure trouble, and had some kind of tumor re- 
moved at one time, but I don’t know what it 
was.” It is hard to get at the truth. If bitter, 
it is suppressed, or the facts are only known to 
immediate ancestors and no records of the medi- 
cal history of the family are kept. 

The first evidence in regard to the inheritance 
of cancer is the fact that a good many of the 
people when asked, say, “Oh, yes, my father, 
or mother, or uncle, or aunt, or somebody else 
in the family, has a cancer, or had one, or died 
of it. Do you think this has anything to do with 
that? Do you think I inherited this, doctor?” 
Then the doctor usually answers, “I think there 


Marcu, 1932 


is very little evidence of that.” This is the dis- 
position of the profession to reassure the public. 
In Dr. Bloodgood’s campaign literature qa 
number of questions are asked and answered 
in large type, one of the question is: Is cancer 
inherited? and the answer is: No! No! NO! if 
I remember correctly, in three degrees of type 
of ascending magnitude. 

Dr. Bloodgood doesn’t know; neither does any- 
one else know whether the disease is inherited 
or not, but the general, prevailing idea that it 
may be, is suggestive. 

When we can go more carefully and scientific- 
ally into the pedigrees of cancer cases, we some- 
times find that there are cancer families. It is 
unfortunate that everyone who knows of a cancer 
family doesn’t publish it, there are so many that 
one learns about in talking generally. For ex- 
ample, I have learned of a new one since I came 
here. I sat beside Dr. Babcock and I told him 
about a family that had interested me and he 
right away told me of another family equally 
interesting which he volunteers to add to my list. 


Dr. Aldred Scott Warthin, of the University of 
Michigan, who, unfortunately, died last summer 
had made a large collection of cancer and tumor 
families to which he devoted much study. 


What is a cancer family? Let me give you 
the details of the one that has come under my 
own observation. Here is a man, a doctor of 
medicine, who had a wen on his shoulder that 
developed into cancer from which he subsequent- 
ly died. He was married twice. By one of the 
marriages he had only two daughters, one of 
whom died of pulmonary tuberculosis at nine- 
teen unmarried, and the other of whom, never 
having married, was an old woman, living and 
well, when I collected these data. There that 
line of the family seems to end. 

Remember, the father had cancer; now comes 
the other wife who also had no cancer, but she 
had nine children, and of these, a daughter, No. 
1, died in childhood of a diarrheal trouble. 

No. 2, a daughter, died at five years, of sar- 
coma of the face. 

No. 3, a daughter, unmarried, died of pneu- 
monia at forty. 

No. 4, a daughter, unmarried, was living and 
well, aged 90. 

No. 5, a daughter, was living with a cancer of 
the lip. 
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No. 6, the next, a daughter, died at forty-five 
of cancer of the uterus. 

No. 7, a son, died at seventy-two of heart dis- 
ease, but one of his daughters was operated upon 
for a tumor of the breast, kind not known. 

No. 8, a son, died suddenly at forty-two of 
heart disease, probably before any cancer could 
develop. He left two daughters. One died of 
an obscure intestinal trouble, the nature of which 
was not known—you can conclude anything you 
please about that.—The second one died of can- 
cer of the uterus. 

No. 9, the last son, died at fifty-eight, of can- 
cer of the colon and left three sons, of whom 
one died at twenty-eight of cancer of the colon, 
and a second at forty-nine, of cancer of the 
colon, and the third is living, but has been oper- 
ated upon and a cancer of the colon removed. 

Out of the seventeen members of that family 
of whom I have been able, with a great deal of 
trouble, to get some history, twelve have had 
cancer or some other kind of tumor. 


The reason I say it is so important to get the 
family history of the cancer families is because 
there recently appeared in a French Journal, 
a paper by a competent mathematician, evi- 
dently acting for a professor at the Sorbonne 
in Paris, who showed by mathematical computa- 
tion that the number of apparent hereditary 
transmissions of cancer was not greater than the 
probable coincidences under the law of prob- 
ability. 

It seems to me that when a father and three 
sons all have cancer of the colon, there is some- 
thing more than coincidence back of that. But 
that may be as far as our present data permit us 
to go. 

It is unfortunate that we have no means of 
getting accurate information on a question of 
such vital importance as this. 

So we have, first, the general impression that 
cancer is inherited, and, second, the histories of 
cancer families. 

Third, we have experimental evidence in the 
form of genetic experiments in mice. There was 
a time when spontaneous cancer was observed 
every now and then in mice, as in human beings, 
but a curious succession of events happened to 
prove that those spontaneous cancers in mice 
were most interesting. 

Follow the connection and see how illuminat- 


DELAWARE STATE MeEpIcAL JOURNAL 59 


ing it may be. When Hanau in Frankfort, Jen- 
sen in Copenhagen and Loeb in this country 
succeeded, by experimental inoculation in trans- 
mitting cancer from animal to animal of the 
same kind, laboratory workers all over the world 
wanted to repeat and amplify the experiments. 
Suddenly, therefore, mice with cancers came into 
demand, and we began writing to all the breeders 
of mice and owners of pet shops, asking whether 
there were any mice with sores or lumps on them 
which might be tumors. I remember very well 
that a certain man to whom I went to get one 
of these mice, said to me, “‘That’s a sick mouse. 
It ain’t no good. If it’s any good to you, you 
can have it.”’ White mice were then ten cents 
apiece, and I gladly bore the mouse away. Not 
more than a year after that, he could have ob- 
tained ten dollars for the mouse, such demand 
was there for mice with the spontaneous tumors. 

It soon developed that One woman in the pet 
business in Brookline, Massachusetts, was able 
to furnish a great many more spontaneous 
mouse tumors than any other dealer; in fact, 
it seemed as though she had as many as all 
the others put together. This excited the in- 
terest of those anxious to get them, and some one 
said, “After all, cancer is an infectious disease, 
and if we go there, we will be able to find out 
about it,” so with her permission means were 
taken to find out whether the disease was trans- 
mitted from animal to animal by parasites, by 
individual contact, by food, or by flies, and al- 
though no evidence of the transmission of the dis- 
ease from mouse to mouse could be discovered, 
cancer continued to appear in her mice. At last 
someone concluded that the disease was inherited 
and then the attention and interest of the geneti- 
cists was aroused, and they proceeded to in- 
vestigate that phase of the subject. 


The chief champion and great exponent of 
cancer inheritance in mice is, as you know, 
Dr. Maud Slye, of the University of Chicago. 

Dr. Slye’s investigations have now extended 
over some 120,000 mice, of which something like 
65,000 or 70,000 have been painstakingly exam- 
ined post-mortem. 

Perhaps you have heard her tell her story and 
know that she has been able to breed families of 
mice in which the incidence of spontaneous tu- 
mors reached almost a hundred per cent, and 
other families in which no cancers at all arise. 
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Not only can there be bred mice with cancers, 
but mice can be bred to develop cancers of the 
stomach, or of the mammary gland, or the rec- 
tum, with a reasonable degree of accuracy as to 
localization of the tumors. 

The whole world is agreed as to the importance 
of what Dr. Slye has done. There has, however, 
been a great deal of criticism of her idea that 
the cancer inheritance behaves as a Mendelian 
recessive, others regarding it as dominant. I am 
not geneticist enough to discuss it, but I do think 
that this evidence of inheritance in cancer is of 
great importance to us, and here is the compari- 
son I want to make: So long as we knew noth- 
ing definite about cancer as it occurs in mice, 
it seemed to be no more than an occasional spon- 
taneous occurrence and it seemed to be only a 
coincidence that Miss Lathrop’s establishment 
bred more cancer than others, but we found it 
to have been due to inheritance, and to take place 
according to fixed and definite rules. 


There is no reason that I can see why the same 
thing may not obtain with respect to men. 


Now I come to the last evidence, and the one 
that has entertained me more than any other 
piece of literary investigation that I have under- 
taken. It has to do with the study of twins. 

I suppose most of you know the general facts 
about twins, but I think it necessary to begin 
at the bottom and work up so that you won’t 
be left in doubt in regard to anything. 

There are two kinds of twins: The first is 
the common kind, heterologous twins. These 
twins have nothing in common except simultane- 
ous gestation. Otherwise they are exactly like 
other sisters and brothers. They may be of dif- 
ferent sex or the same sex, of different complex- 
ion or the same complexion. One may grow to 
be tall and slender, the other short and stout. 
They are two entirely different, separate individ- 
uals. 

The other variety of twins, which constitutes 
about one-third only of the whole number, is 
known as homologous, identical, or uniovular 
twins, and develop from a single egg. 

Such twins may be artificially brought about. 
Thus, if a frog’s egg be allowed to develop until 
the division into the two halves called primary 
blastomeres takes place, agitation of the cell may 
cause the two to be torn from one another though 
not otherwise injured, after which two frogs will 
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develop from that egg, or rather, two tadpoles 
will develop, where ordinarily only one would 
do so. 

If we wait until the development be a little 
more advanced, and then agitate, we may effect 
a partial separation with the result of a two- 
headed tadpole or a tadpole with one head and 
two bodies. 

These uniovular, identical, or homologous hu- 
man twins are supposed similarly to originate 
through separation of the primary blastomeres 
of the human egg so that each being toti-potent, 
develops into a separate individual, the two really 
being the halves of one individual that should 
have been. 

That being the case, anything that the one 
inherits should be similarly inherited by the oth- 
er. The maternal inheritance in the egg, and 
the paternal inheritance in the spermatozoon 
being the total inherited material in the nucleus 
of the fertilized egg. The egg cell divides, as 
nearly as biological accuracy will permit, into 
two uniform halves, and the resulting two creat- 
ures being made out of the same stuff, inherit 
the same sex, the same complexion, the same 
size, the same metabolism, the same intellectual 
and psychic peculiarities, the same tendency to 
disease—the same everything. 


If one of these twins has a hare lip, the other 
invariably has a hare lip; if, gne has a cleft pal- 
ate, the other has a cleft palate. 


I have a list of some thirty-five physical de- 
formities shared in common by homologous twins 
and I have been able to find a single case in 
the literature in which one homologous twin suf- 
fered from any of them without its fellow being 
similarly affected. On the other hand, if one 
heterologous twin has a hare lip, the brother or 
sister never has it. 

I not only have a list of physical conditions, 
but an equally long list of mental conditions, a 
short list of metabolic conditions, and a list of 
tumors affecting similarly both of homologous 
twins. 

What does the literature about twins say with 
respect to the occurrence of tumors? In the first 
place, so far as I have been able to find out, not 
a single case has been reported in which only 
one of homologous twins has had a tumor. If 
one has a tumor, the other also has, or soon will 
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have a Similar one. You might say that this is 
easily explained. If only one of the homologous 
twins has a tumor, it need not excite any more 
attention than if any other brother or sister in 
a family had the tumor. But if both had tu- 
mors it would be interesting and they would be 
published. 

That explanation might be true were the mat- 
ter of medical interest only, but it is also of 
anthropological interest. The anthropologists 
are greatly interested in homologous twins and 
have collected every kind of information about 
them, but not anywhere in the literature do I 
find reported a tumor in one twin without a 
similar tumor in the other. | 

There are reported cases of tumors of the 
bones, of the brain, of the breast, of the eye, of 
the kidney, of the larynx, of the ovary, of the 
skin, of the testes, of the uterus, some benign and 
some malignant. Among them are _ included 
adenofibroma of the breast, enchondroses, cys- 
toma of the kidney and of the ovary, nevi of 
various kinds, papillomata of the larynx; carci- 
noma of the breast, carcinoma of the ovary, car- 
cinoma of the uterus, medulloblastoma of the 
brain, and retinoblastoma of the eye. 


When you think that in all these different 
places, all these different kinds of tumors have 
occurred similarly and usually simultaneously in 
both of the homologous twins, there seems to be 
no other way to arrive at an explanation than 
that the occurrence of the tumors was pre- 
determined in the germ plasm and that these 
individuals were as clearly doomed to have tu- 
mors as they might have been to be born with a 
hare lip or a cleft palate, all of these misfortunes 
being determined previously, and inescapably, in 
the egg. 

So the peculiar occurrence of tumors in 
homologous twins assists in confirming the sus- 
picion that tumors in them are derived from the 
germ plasm, probably from their ancestors, and 
if the simultaneous symmetrical tumors in homo- 
logous twins are so brought about, is there not a 
strong possibility that other human tumors may 
be similarly brought about and inherited from 
the ancestors, as in mice? Is that not thoroughly 
consistent with the fact that there are cancer fam- 
ilies? When we come to know as much about 
cancer and other tumors in human beings as we 
know about cancers and other tumors in rats 
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and mice, may we not,expect to find the whole 
thing taking place according to exactly the same 
fixed laws? 
DISCUSSION 

Dr. E. H. LENDERMAN, Wilmington: Mr. 
President, I might say that if Dr. McFarland 
has met with trouble in getting family histories, 
this would be quite a good time to make a re- 
quest of the State Society. I feel sure that all 
of us would be only too glad to collect any his- 
tories we might get and forward them to him. 


Dr. McFartanp: That would be splendid. I 
should be delighted if you would write and give 
me histories of cases. 

(Ed. Note: See the request from the State 
Board of Health for data concerning homologous 
twins, THE JouRNAL, December, 1931, page 
245.) 





Delaware Anti-Tuberculosis Society 
Promotes Physical Examination Campaign 


April is designated as a period for stressing 
the value of Annual Physical Examination by 
the Delaware Anti-Tuberculosis Society, accord- 
ing to Dr. G. H. Gehrmann, chairman of the 
executive committee, who said: ‘This educational 
campaign, while being sponsored by our Society, 
has the hearty endorsement and co-operation of 
our State Board of Health, State and County 
Medical Societies, Department of Public Instruc- 
tion, Woman’s Auxiliary to the State Medical 
Society, and various public and private clinics 
and civic organizations.” ; 

“During this campaign we will utilize the fa- 
cilities of the press, mail, picture shows, and ra- 
dio in our efforts to encourage the public to adopt 
the practice of an Annual Physical Examination 
as a Safeguard against illness, and as a means 
of not only preventing tuberculosis, but a num- 
ber of other insidious ailments, serious conse- 
quences from which might be avoided if detected 
in time,” concluded Dr. Gehrmann. 


Miss Emily P. Bissell is president of the So- 
ciety. Dr. G. H. Gehrmann, chairman of the 
executive committee and hospital clinics commit- 
tee. Dr. Lawrence D. Phillips is chairman of the 
committee on statewide clinics. Mrs. Robert W. 
Tomlinson is chairman of the general committee, 
and Doyle E. Hinton, executive secretary, is in 
charge of publicity for the campaign. 
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MODERN TRENDS IN MEDICAL 
PRACTICE, 


WITH SPECIAL REFERENCE TO 
MEDICAL EDUCATION* 


GreorcE H. MEEKer, Sc. D., L. L. D. 
Philadelphia, Pa. 


Members of the New Castle County Medical 
Society and guests, fellow workers in the medical 
field, friends: 

I appreciate the invitation and opportunity to 
address you, and know that the cause is to be 
found in my friendships among you, in my work 
in medical education, and in the idea that per- 
haps I can bring to you some _ worthwhile 
thoughts concerning matters medical. 

Your kindness gives me both confidence and 
anxiety—confidence that the renewal of treasured 
old friendships and the establishment of new 
ones shall be a boon to me—anxiety lest my 
thoughts may be not sufficiently engaging to 
you. However, both in friendly regard and in 
thoughtful words you shall have my sincere best. 

Such is the nature of medical organization in 
America that associations like yours are its 
building stones; and they are especially potent 
when, like yours, they are so large, so enlightened 
and so influential. The purpose of such organi- 
zations is to exert a benign influence in the medi- 
cal field; and if this influence is to be most ef- 
fective, it must be based upon the perception of 
truths in matters medical; and upon the wise 
application of these truths to the benefit both 
of physicians and of those whom they serve. 


A narrow viewpoint so often observed in as- 
sociations of persons having some common in- 
terest could play only a harmful part in medi- 
cal society endeavors. I refer to the tendency 
to use or to endeavor to use the society for the 
sole benefit of its members, forgetful of the re- 
lated interests of others; the tendency to ignore 
any truth which may appear threatening or dis- 
tasteful; the unwillingness to recognize the pass- 
ing of worn-out conditions, the existence of 
changed conditions and the inevitable dominance 
of new ones—these are attitudes which medical 
societies should never strike. This is true be- 
cause physicians stand among our most enlight- 
ened groups, because their calling is of utmost 





* Read before the New oe County Medical Society, 
Wilmington, September 15, 1931 
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importance to the world and because in any case 
truth must eventually prevail. 

The foregoing comments are made because 
it is the herein purpose to point out various in- 
evitable trends in medical service; which have 
either no general recognition or only vague or 
reluctant general recognition by physicians; and 
which nevertheless, are fraught with utmost im- 
portance to both physicians and public alike. 

Whereas only a minority of physicians clearly 
and fully recognize these trends; it would be 
greatly to all interests concerned if such recog- 
nition became general and if physicians became, 
as a whole, active in directing these trends into 
the proper channels. When we know, or may 
know if we will, that an old stream has greatly 
increased its volume, and must soon have new 
and increased channels, it is far better for those 
of us who live on and by the stream to direct 
it, so far as possible, into good channels of our 
own selection, rather than to risk the havoc which 
may be wrought if the future course be left 
to chance. 

Specifically, it is submitted that: 

(1). The patient has a right to expect, and 
should receive that quality of medical service 
which is as good as current medical knowledge 
and facilities, as a whole, are potentially capable 
of rendering. 

(2). Every high-grade physician is now a 
specialist; and this includes so-called general 
practitioners. 

(3). The best medical care necessitates that 
the physician shall have the aid of consultants, 
laboratories, hospitals and nursing. 

(4.) State medicine will come in America un- 
less physicians guide the trend otherwise. 

(5). The problem of the cost of medical care 
must be solved for both patient and physician. 

(6). Methods for certifying medical special- 
ists are essential; are now, in part, with us; and 
will grow rapidly into maturity and potency. 

(7). Medical education must become so or- 
ganized, and is becoming so organized that it 
shall efficiently play its part in the premises. 

In a discussion under the foregoing theses it 
is obvious that the first thesis is the key to the 
whole; that this key is shaped by the last; and 
that the others are important collaterals. We 
may therefore make medical education our ave- 
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nue to a discussion, viewing the other matters 
the while we proceed. The special references 
to the University of Pennsylvania in the discus- 
sion are occasioned by the facts that that Uni- 
versity’s medical educational program best fits 
the discussion; and that the speaker has been 
closely associated in the graduate portion of said 
program. 

As we approach the end of the first third of 
the twentieth century we find the conditions of 
medical education and practice in America vastly 
altered from those which existed as the century 
began. Medical development has had its ample 
share of the rapid general development in mat- 
ters scientific and material which the people of 
this century have constructed upon the founda- 
tions laid in the former century. 


In medical education the most striking changes 
have been the disappearance of most of the nu- 
merous “independent” medical schools which 
formerly existed; the general trend of all medi- 
cal education to be under the university aegis; 
the great improvements in medical educational 
facilities, including teaching hospitals; the eleva- 
tion of the minimal medical educational standards 
permitted by law and dominant public opinion; 
and the laying of the foundations of conscious 
and adequate university graduate medical edu- 
cation. 

With a single exception all of the stated new 
century medical educational developments have 
a stable and mature status, and are ready for 
refinements, whatever they may be. The ex- 
ception is university graduate medical education, 
which is still youthful—though lusty, particular- 
ly at the University of Pennsylvania wherein it 
has been especially nourished. 


That it behooves all American universities 
with medical establishments to give serious at- 
tention to the providing of adequate facilities for 
the special training of appropriately selected 
medical graduates in the science, practice and 
progress of medicine in its various branches is 
now well recognized. The universities of Penn- 
Sylvania, Minnesota, Harvard, Tulane, and 
Columbia are especially active; but the focusing 
of university thought and effort upon the matter 
is now quite general. 

During the past decade the University of 
Pennsylvania has been doing a most important 
pioneer work in this field. It has created pre- 
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cedents where none existed; it has clearly seen 
and pointed to the goal; its ideas and efforts 
have been lucid and definite—in contrast to the 
otherwise vague and casual ones; it has con- 
structed, conducted and continuously developed 
a comprehensive plan of graduate medical educa- 
tion and equipment as a distinct university 
entity—in contrast to parallel efforts of a frag- 
mentary, makeshift and ancillary character. 


In proceeding with our subject we should have 
a clear understanding as to why there is the need 
for both undergraduate and graduate medical 
education—why educate youths for the work of 
physicians and then further educate some of 
these physicians? In a certain sense this need 
has always existed—in ‘the sense that the best 
academic medical education can lay secure foun- 
dations only, for medical service of value. Any 
enlightened railroad president should no more 
think of trusting his major medical needs to a 
recent medical graduate than he would think of 
commissioning the construction of an important 
bridge to a recent engineering graduate, and so 
on. In both cases immaturity is faced; and in 
both cases the necessary maturity can only en- 
sue from further training and experience. As 
a matter of fact, in advanced states the new 
medical graduate cannot so much as make ap- 
plication for medical licensure. He must first 
obtain a specified minimal medical experience— 
usually in an approved hospital, even though 
his hospital contacts have been many during his 
undergraduate days. 

However, hospital internships constitute but 
a beginning so far as real graduate medical educa- 
tion is concerned. It is not the pith of the sub- 
ject. The need for real graduate medical educa- 
tion arises from the conditions of the whole 
fabric of technical knowledge, skill and effort of 
the present as compared with the past. When 
the University of Pennsylvania began to teach 
medicine, it was possible for one mind to grasp 
medicine as a whole and to practice it as it then 
existed—just as it was possible for the Univer- 
sity’s founder, Franklin, to perform every act of 
journalism as that then existed—news gather- 
ing, editing, typesetting, printing, publication. 
Today, Franklin would find a demand for a 
journalistic service which to be performed by a 
single individual would require that he be super- 
natural. 
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So it is with the physician. Medicine of today 
is far too vast for any single physician, and in- 
deed anything save a considerable group of co- 
operative physicians, to practice if the patient is 
to receive the benefits which collective contem- 
porary medicine is potentially capable of fur- 
nishing. Furthermore, medicine is no more a 
completed thing than is any natural science, pure 
or applied. Medical science, pure and applied, 
is based upon the natural sciences, pure and ap- 
plied—it grows with them—it becomes diversi- 
fied with them—it becomes, through sheer force 
of mass, specialized as they do—it needs, as they 
do, specialized practitioners to exemplify its best 
service, and specialized investigators to widen its 
boundaries of knowledge and to continue to in- 
crease its service. 

For analogy all medicine is quite as broad as 
all engineering. No one would expect a single 
academic engineering course to produce an en- 
gineer who is all kinds of modern engineers 
rolled into one—civil, mechanical, mining, muni- 
cipal, sanitary, electrical, chemical, marine, 
steam, etc. The usual university plan of today 
is to have separate courses of training for each 
of the kinds of engineering pursuits academically 
and economically indicated to it. If the uni- 
versity trend or practice were first to educate 
youths in engineering broadly; and later to edu- 
cate such engineers for specific engineering pur- 
Suits, we would then have a university idea and 
practice in engineering education entirely parallel 
to that university practice in medical education 
which provides training for medical specializa- 
tion. 

The chief difficulties which present themselves 
to the logical and unhampered co-ordinate de- 
velopment of both undergraduate and graduate 
medical education are: lack of a generally ac- 
cepted, logical definition of a goal of under- 
graduate medical education; and the inertia or 
self-interest which would resist the changes in- 
dicated by the definition, if made and accepted. 


Given such a definition as to the goal of un- 
dergraduate medical education and given its 
whole-hearted acceptance and practical use, un- 
dergraduate medical education would be frankly 
improved; and there would be a similar improve- 
ment in what is known as the “general practice” 
of medicine for which undergraduate medical 
education is the personnel feeder. Briefly, the 
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field of graduate medical education would then 
be all forms of medical educational service in- 
dicated by the need of the times and unsupplied 
by undergraduate medical education. 


There has been no lack of essays to define the 
goal of undergraduate medical education; there 
has been the weight of heavy authority behind 
various of these essays; and most of the essays 
have been made by those who are qualified. The 
troubles with most essays have been: conscious 
or unconscious bias; or failure to appreciate 
that any complete plan of medical education 
must include both undergraduate and graduate 
phases; or reluctance to disturb an existing con- 
dition; or aversion to disagreeable subtractions 
and additions; or disinclination frankly to de- 
fine “general practice.” 


It would serve no purpose essential to this dis- 
cussion to particularize under all of the forego- 
ing heads. The general statements will suffice 
except in regard to “general practice.” 


General practice must be discussed and de- 
fined else there results an impasse. Everyone 
knows that the practical goal of undergraduate 
medical education is to produce potential gen- 
eral practitioners. How can one construct a 
logical undergraduate curriculum while lacking 
a frank definition of “general practice’? 


The “general practitioner” or “family doctor’’ 
has been accorded admiration-and love, and has 
been praised in prose, poetry and painting—all 
of which he deserved. Much was expected of 
him and much he gave. But today too much 
is expected of him. Unconsciously he is expect- 
ed by his public to be a superman, and subcon- 
sciously he cannot help trying so to be. 


The patient usually realizes clearly that medi- 
cine has made vast strides in recent years, and 
he fairly well realizes the increased advantage 
which that progress augurs for him; but he does 
not realize, or realizes but vaguely, that the 
whole of medicine is now beyond the mastery of 
any one physician. He yet expects the general 
practitioner of today to function as of yore. Such 
also is the conception of medicine commonly held 
by the youth who repairs to the undergraduate 
medical school. 

The truth of the matter is that the general 
practitioner should be, can be, and, in his best 
expression, is really but one kind of a special 
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practitioner—whether the fact be understood or 
otherwise. ‘The sooner all concerned do realize 
this fact the better for all.. Forbid any false in- 
ference that here is a knock against, or attempted 
dismissal of, the general practitioner. Quite to 
the contrary, the purpose is to aid to magnify 
him, and, in so far as dismissal goes, it were but 
foolish to attempt the dismissal of the indis- 
pensable. 

Imagine a medical army arrayed against and 
never ceasing to battle with physical human ills. 
Today this is a very modern army, and, like 
other modern armies, has many essential parts. 
The general practitioner occupies the most ad- 
vanced post. He it is who delivers by preven- 
tive medicine, the first assaults against diseases; 
and who receives, by curative medicine, the 
first shock of disease’s attacks. He repels 
the enemy if he can; and often he suc- 
ceeds, but the occasions arise when he must call 
for aid from the other specialists who constitute 
the reserve arms of the medical service, and 
then it becomes their turn to exert their forces 
against the common enemy. 

The expression “general practitioner” is mis- 
leading. A better expression is the well-known 
“family doctor,” though this is not entirely satis- 
fying. A good expression would be “family 
physician” or, simply, “physician.” 

However, let us use the accepted expression, 
“general practice,” and endeavor, briefly,to define 
it. The definition is one thing for districts having 
good hospital service, and another thing for dis- 
tricts inaccessible to such service. It is essential 
that special practice in its true sense shall have 
the command of good hospital facilities, be they 
of private or of community character. In dis- 
tricts lacking hospital service, the general prac- 
titioner must essay to be all that the term im- 
plies. He must do his best to serve every medi- 
cal need of his district. 

Fortunately, the railroads, highways, automo- 
biles, and airways of America, and the general 
public support of hospitals within or accessible 
to rural localities have minimized the necessity 
for the type of general practice just cited, and 
have made it obsolescent. 

We may say at once that the other type of 
general practice requires: a knowledge of the 
principles of the basic medical sciences—bio- 
chemistry, anatomy, physiology, pathology, and 
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pharmacology, a knowledge of the principles of 
the recognized departments of preventive and 
clinical medicine, and an intimate knowledge of in- 
ternal medicine, pediatrics and normal obstetrics. 
In brief, the general practitioner should be a 
specialist in internal medicine with just as good 
a basic training in the various other departments 
of medicine as any kind of specialist needs in 
medical departments other than his particular 
one. 

This is the same as saying in a word that the 
practical goal of undergraduate medical educa- 
tion should be to produce graduates who are as 
nearly as possible qualified as beginners in the 
special practice of internal medicine. It means 
that the undergraduate curriculum should be 
carefully adjusted and balanced with this prac- 
tical end in view. 

The trouble with undergraduate medical edu- 
cation has been that such adjustment has not 
been maintained. We believe that the reason 
for such lack of adjustment lies in the fact that 
all medical teachers, whether undergraduate or 
graduate, are emphatically specialists. Even 
though they were to accept in principle the defi- 
nition just developed—or any other definition— 
teachers of medical undergraduates in their en- 
thusiasms for their several departments en- 
deavor each to magnify the teaching of his own 
subject in time, insularity and content, and the 
due curriculum balance becomes lost. This lack 
of balance is also often accentuated by well- 
meaning but ill-advised efforts of specialists’ so- 
cieties, which exert pressure for increased teach- 
ing time and effort in their several special sub- 
jects. 

The curricular variations of different medical 
schools or the variations of different years in the 
same schools are more likely to be dependent 
upon the variations of special influences within 
the faculty groups than upon logical general im- 
provements. 

Logical general improvements are, however, 
under rather active agitation at the present time, 
mainly in the general meetings of the Associa- 
tion of American Medical Colleges, and of the 
Annual Congress on Medical Education fostered 
by the American Medical Association. 

The tendency is to recognize that the under- 
graduate medical curriculum has been overbur- 
dened with material suitable only to the train- 
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ing of other specialists, with a corresponding im- 
poverishment in the broad essentials. The ob- 
vious remedy is to reverse the stated condition, 
to create adequate graduate medical schools, and 
to exert the heavy efforts of training in the other 
specialties therein. The co-ordinate develop- 
ment of undergraduate and graduate medical 
education will then fairly have begun. 


It would, however, be but a beginning, neces- 
sitated by current American conception and 
practice of what constitutes a university system. 
It sounds revolutionary to say that a university 
should have no such thing as a “school” or a 
strictly prescribed professional “course.” No 
school of law, nor of theology, nor of under- 
graduate medicine, nor of graduate medicine, 
etc.; and no strictly prescribed course in any 
such fields of university effort! Yes, this is not 
new. There is ample precedent in many of 
Europe’s oldest and most famous universities. 


Because a thing is European, does not make 
it correct—neither is it impossible for things 
American to be incorrect. All things must, in 
the end, stand or fall upon their intrinsic values. 
It is submitted that the units of a university 
should be institutes or departments. For ex- 
ample, every complete university should have 
all of the institutes or departments essential to 
the studies incident to candidacies in medicine, 
whatever the particular nature of such candi- 
dacies. But each of these institutes or depart- 
ments should be separate and direct university 
units—parts of the university itself, rather than 
parts of a “school of medicine” or of a “graduate 
school of medicine.” Any approved student of 
the university should have, equally with any 
other student of the university, the privilege for 
example, of studies in the institute of anatomy. 
It should be immaterial whether his candidacy 
were in arts or science or medicine or graduate 
medicine—and so on, not tediously to multiply 
examples of the perfectly well-known, ancient, 
university plan of “freedom in learning.” 


Under such a university system, if complete, 
complete co-ordination becomes a simple matter. 
Each approved student selects whatever candi- 
dacy he pleases and, under due guidance and re- 
strictions, whatever studies he pleases, and suc- 
ceeds or fails in his candidacy by his demon- 
strated merit of the reverse. His acquisitions 
from the vast store of things known are followed 
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most naturally by his own contributions to this 
store through his directed excursions into the 
vaster unknown. 


The adoption of such a system would greatly 
improve various phases of American medical edu- 
cation. Perhaps it will come, but it is very un- 
likely to come within the present generation, and 
we shall be content if we may quickly and com- 
pletely achieve that beginning of co-ordination 
which we have otherwise sketched as impending 
between undergradute and graduate medical edu- 
cation. 


Let us now turn to the remaining theses which 
preface this paper. The first one seems obvious, 
but it may be remarked that in order for the 
patient really to receive what he has the right 
to expect, due solutions must be found and ap- 
plied with regard to the other theses. It will be 
sufficient for us to consider briefly the matters 
of state medicine, cost of medical care and cer- 
tification of specialists. 


We are living in a time which social prac- 
tices largely dominate. By socialism is here 
meant simply the benign types of such doctrine— 
of which the public school system is perhaps the 
most prominent of the numerous examples. In the 
medical field, probably the best examples are free 
or part-pay dispensaries and free or part-pay 
ward beds. These medical services may no longer 
be called “charitable.” They have become so 
widespread and of such great total magnitude that 
they constitute an imposing social whole, which, 
like the public school system, seems ever to be 
waxing rather than waning. 


The cost of the public school system is borne 
wholly by taxation. The cost of free medical 
service is borne only partly by taxation—private 
donations and unpaid professional services con- 
tributed by a host of physicians provide the re- 
mainder. The large volume of dead-heads and 
poor-pays carried in the private practices of 
physicians also constitutes much of the free 
medical service of the land. 


At this time there is much insistence, con- 
siderable practice, in the matter of social policies, 
such as old-age pensions, unemployment in- 
surance, mothers’ and children’s welfare grants, 
etc. Workmen’s compensation laws spread over 
the nation. 


Physicians should all be alive, as many of 
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them are, to the fact that it is only an easy step 
from such precedents and trends to state medi- 
cine, which impends from various directions. One 
important direction is that state medicine is al- 
ready effective to a greater or lesser degree in 
most of the world’s great nations—America being 
the notable exception. Another significant direc- 
tion is the current nationally organized survey 
as to the cost of medical care. We all know 
that this survey really reflects the widespread 
conviction that modern medical care costs more 
than our great middle classes can afford to pay. 
Another way in which this conviction is com- 
monly expressed is: “only the rich and the hos- 
pitalized poor receive high-grade medical care.” 
Indeed, who else do receive the benefits of hos- 
pitalization, nursing and medical specialists’ 
services, and extensive medical supplies and 
equipment which are implied in the dictum? 


It is urged to you that state medicine would 
be a bad extension of social practices—alike 
for patients and physicians. To the patient it 
would mean impersonal, perfunctory medical 
services. To the physician it would bring a type 
of dictated servitude to replace his dignity of in- 
dependent service. Therefore organized physi- 
cians should go forth mightily to meet and to 
destroy this threat ere it becomes an established 
fact. 


Broadly speaking, the way to inhibit state 
medicine is to solve the problems of the cost 
of medical care; and of the quality of medical 
care. 


It is submitted that the solution of the prob- 
lem of the cost of medical care is to be found in 
insurance or/and financed installment payments. 
Insurance corporations should sell appropriate 
medical care policies, which provident well per- 
sons will buy, and personal finance corporations 
should accept the installment promissory notes 
of those needy ones who have been ill, but who 
have been improvident previously—or notes of 
their relatives, if necessary. State medicine of 
some sort seems to be the only alternative. 


By insurance, we do not mean the usual dis- 
ability, or “sick-benefit,” policies; but rather 
policies to pay the cost of medical care, as need- 
ed, up to the maximum fixed by the policy, and 
to those to whom the costs accrue, rather than 
to the policy-holders themselves. 
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We have insurance and installment buying for 
nearly everything else—why not for the more 
important matter of medical care? 


Now as to the quality of medical care. This 
point has largely been covered by what has 
previously been said herein. It boils down to 
providing the patient with medical skill and 
facilities appropriate to his needs and to the 
times. 


Due medical care should begin with the family 
physician, who should complete that care insofar 
as he is fully qualified to do so. However, when 
the due medical care modernly demanded by 
the case extends to further specialization and to 
hospitalization, then the -family physician should 
intelligently manage the case by securing for it 
whatever additional services are needed, and by 
continuing to watch over the case during and 
after the rendering of such services. 


Thus we are finally brought to the necessity 
of knowing which hospitals and which medical 
specialists are modernly worthy. Certainly 
they are not so merely because they hold them- 
selves forth so to be. What is needed is that 
their genuineness should publicly be certified by 
competent authority. 


Such authority could be state licensure of suc- 
cessfully state-examined hospitals and medical 
specialists—just as such licensure is now uni- 
versally required for the internists who practice 
as family physicians. Perhaps such licensure 
will appear, but it is not necessary. Certifica- 
tion by appropriate groups of physicians is suf- 
ficient—and probably to be preferred. 

Certification of medical specialists by appro- 
priate groups of their professional colleagues al- 
ready exists to a limited extent. Reference is 
made to the certificates issued by the American 
Boards: of Ophthalmic Examinations, of Oto- 
laryngology, and of Obstetrics-Gynecology. These 
examining and certifying groups truly represent 
the best in their special fields, and their certifi- 
cates merit the confidence of profession and pub- 
lic alike. 


But. why should specialists’ certification or 
licensure not be universal, rather than limited? 
This is a question to which the American Medi- 
cal Association is now addressing itself, and we 
do not doubt that within a few years the moral 
force of this great organization will have proved 
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as potent in the premises as it has proved in un- 
dergraduate medical education. 


The House of Delegates of the American Medi- 
cal Association at its annual meeting held in 
Philadelphia in June, 1931, passed the following 
resolution: 


“Qualifications for Specialists: Whereas, the 
advancement of medical science through the re- 
sults of research and practical experience has 
stimulated many physicians to confine their pro- 
fessional activities to limited and special fields 
of medical practice, and 


“Whereas, There has thus been created a class 
of specialists in medicine, and 


“Whereas, There appears to be a growing ten- 
dency on the part of physicians who are not 
properly qualified to hold themselves out as 
specialists, therefore be it 


“Resolved, That the Speaker of the House of 
Delegates shall appoint, by and with the advice 
of the President and the Board of Trustees, a 
Commission on Qualifications for Specialists, 
composed of nine members; that said commission 
shall undertake to define the qualifications that 
should be required of the individual physician 
who desires to limit his practice to any special 
field and to be known as a specialist, and that 
in arriving at such definition the Commission on 
Qualifications for Specialists should give con- 
sideration to questions of education, training and 
clinical experience; and be it further 


“Resolved, That this commission shall give con- 
sideration to the present status of specialization 
in medicine, and shall define the various 
specialties which in the opinion of the commis- 
sion may be considered as necessary for the best 
interests of the public and of scientific medi- 
cine; and be it further 


“Resolved, That the Council on Medical Educa- 
tion and Hospitals be directed to render its as- 
sistance to the Commission on Qualifications for 
Specialists, and that the Board of Trustees be 
requested to provide necessary clerical assistance; 
and be it further 


“Resolved, That this commission shail report 
to the House of Delegates concerning the ad- 
visability of the possible enactment of legis: 
tion whereby state boards of medical examiners 
or other bodies charged with the administration 
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of practice acts may be empowered to issue 
special licenses to physicians who wish to qualify 
and practice as specialists; and be it further 


“Resolved, That the report of this commission 
and its recommendation shall be submitted to the 
House of Delegates, through its secretary, at the 
next annual session.” 


The House of Delegates also endorsed the 
following statement made by the Reference Com- 
mittee on Medical Education: 


“In regard to the resolution introduced by Dr. 
Carl F. Moll, Michigan, seeking definition of 
the qualifications of those physicians who hold 
themselves out as specialists, and consideration 
of the present status of specialization in medicine, 
your reference committee is in entire sympathy 
with the spirit of these resolutions, and after 
careful study of them, and after thoughtful con- 
sideration of reports presented to the committee 
by representative otolaryngologists, ophthalmol- 
ogists, dermatologists and abdominal surgeons 
who appeared before the committee, your com- 
mittee recommends that the Council on Medical 
Education and Hospitals be requested to in- 
vestigate the entire subject and to make recom- 
mendations looking to the establishment of 
proper qualifications of physicians who shall en- 
gage in special practice, and that the report of 
the Council and its recommendations be sub- 
mitted to the House of Delegates as soon as 
practicable.” 


The Council on Medical Education and Hos- 
pitals has carefully considered the resolution and 
the appended recommendation by the Reference 
Committee on Medical Education and has sig- 
nified its intention of having the matter of 
specialization presented at the forthcoming An- 
nual Congress on Medical Education, Medical 
Licensure and Hospitals, to be held at the Pal- 
mer House, Chicago, February 15 and 16, 1932. 


In conclusion, permit me again to express my 
appreciation for the courtesies extended to me 
by the New Castle County Medical Society, and 
to express the hope and conviction that this so- 
ciety shall be in the vanguard of that progress 
in medical practice which alone is modern and 
genuine, which obeys the golden rule, which is 
already with us to a significant degree, and which 
will soon encompass us. 
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THE LIBRARY OF THE MEDICAL DEPARTMENT OF 
THe Unitep States ARMy 

The Surgeon General’s Library, begun in 1818, 
has grown to be the most important medical 
library in the world. Its magnificent catalogue, 
begun in 1880, now embraces forty-seven large 
volumes, the greatest medical bibliography 
ever published, and is of inestimable worth to 
physicians throughout the civilized world. As 
pointed out in a report from the Surgeon Gen- 
eral’s Office, No. 171-SGO-12/23/31, for many 
years the library was not a lending institution; 
it was used largely by physicians coming to 
Washington to consult books. Since the World 
War, however, it has loaned books all over the 
United States and consequently comparatively 
few people come to the building itself except 
those who wish to consult very rare books which 
are not lent. So great has been this change that 


it is astonishing to read that only seventy-two 
individuals from outside Washington registered 
as readers in the library from October 1, 1930, 
to October 1, 1931. During the same period, 
however, the library on its loan service sent out 
over 11,000 volumes. The character of this 
great library, therefore, particularly in its re- 
lation to the medical public, has distinctly 


changed in the last two decades. 


For many years the library has been housed 
in an old brick building, which now must be 
razed in order that the site may be used for 
other Government structures. The library, 
therefore, must be moved to a new site in the 
near future and naturally a place has been made 
for it at the new Army Medical Center. This 
site is available at no further cost to the Govern- 
ment, thanks to appropriation bills passed in 
1919 and 1922. For some surprising reason 
there has been opposition to moving the library 
to the Army Medical Center and this has found 
expression in a resolution passed at the last 
meeting of the American Medical Association, 
June 9, 1931. The resolution, which was offered 
by Dr. C. B. Wright, of Minnesota, pointed out 
that it would be a serious handicap to the medi- 
cal profession if the library were moved to the 
Army Medical Center, the principal argument 
used against such a transfer being that the new 
site is five or six miles from the Union Station 
and the leading hotels in Washington. It was 
proposed that a new fireproof building be erect- 
ed as close as practicable to the Congressional 
Library, a location which would be easy of ac- 
cess to the medical profession coming to Wash- 
ington to consult the books. This proposal was 
approved by the Committee of the American 
Medical Association on Medical Education, a 
committee consisting of Drs. N. P. Van Etten, 
Chairman, John O. Polak, Irvin Abell, and 
H. G. Stetson, (J. A. M. A. 96:2120-2121, June 
20, 1931). The Surgeon General believes, accord- 
ing to a letter issued December 23, 1931, that 
the majority of the delegates did not under- 
stand the serious import of such a proposal to 
the Medical Department of the Army. The reso- 
lution, moreover, was put forward and adopted 
without the knowledge of the Surgeon General 
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and without consultation with his representa- 
tives at the meeting. The only advantage 
claimed for a location near the Library of Con- 
gress is that it would be slightly more con- 
venient to out-of-town patrons and he points 
out that there have been less than a hundred 
such patrons in the course of the last year. To 
purchase a new site, moreover, near the Con- 
gressional Library would be a great expense to 
the Government, inconvenient of access to the 
large group of medical officers in the various de- 
partments at Washington and to the majority 
of physicians in the District of Columbia. It 
would also mean that a plan, maturing for over 
thirty years for the completion of a great Army 
Medical Center, will be frustrated because the 
library, an-essential part of it, will not be in- 
cluded in the group of buildings. 

It would appear, therefore, that the argu- 
ments of the Surgeon General were not suffi- 
ciently known to the Committee on Medical Edu- 
cation of the American Medical Association 
when they passed their resolution in 1931. It 
is not too late, however, to rectify the mistake 
and it is hoped that the delegates, particularly 
those from Massachusetts, including the Presi- 
dent of the Massachusetts Medical Society, will 
reconsider this matter and adopt an appropriate 
course consistent with the weighted opinion of 
the Surgeon General of the United States Army. 

—Editorial, NV. E. J. of M., March 10, 1932 





EDITORIAL NOTES 


Dear Doctor: 

THE Journal. and the Cooperative Medical Advertising Bu- 
reau of Chicago maintain a Service Department to answer 
inquiries from you about pharmaceuticals, surgical instru- 
ments and other manufactured products, such as soaps, cloth- 
ing, automobiles, etc., which you may need in your home, 
office, sanitarium or hospital. 

We invite and urge you to use this Service. 

It is absolutely free to you. : 

The Cooperative Bureau is equipped with catalogues and 
price lists of manufacturers, and can supply you informa- 
tion by return mail. 

Perhaps you want a certain kind of instrument which is 
not advertised in THE JouRNAL, and do not know where to 
secure it; or do not know where to obtain some automobile 
supplies you need. This Service Bureau will give you the 
information. 

Whenever possible, the goods will be advertised in our 
pages, but if they are not, we urge you to ask THE JOURNAL 
about them, or write direct to the Cooperative Medical Ad- 
vertising Bureau, 535 N. Dearborn St., Chicago, Illinois. 

We want THE JouRNAL to serve you. 


The U. S. Bureau of the Census report for 
the four weeks ending February 20, 1932, shows 
that Wilmington ranked 28th among American 
cities in fatalities from automobile accidents. 
Since it ranks 62nd in point of size (popula- 
tion), it is evident that it has more than its share 
of such accidents, and presumably, therefore, of 
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reckless drivers. We have plenty of law to 
cover this situation. What we need is more en- 
forcement. 





A recent speaker before one of our county 
societies persistently referred to the ultra-violet 
therapy as a process of “irridation.” Of course, 
he knew it should have been “irradiation,” but 
sometimes we do say funny things when we are 
all tired out, don’t we? 





Not many hospitals, regardless of size, have 
evolved a comprehensive set of rules and regula- 
tions and had them printed in booklet form. Yet 
the Wilmington General Hospital, with only 110 
beds, has such printed rules, which have im- 
pressed the American College of Surgeons so 
favorably that they have requested a half-dozen 
additional copies. Such a request is a great 
compliment to the local institution, which seems 
to be making real progress towards solving the 
problems of the “open” hospital. 





Pay your dues, now. March 3lst is the dead- 
line, and if your check is not in the hands of 
your County Society treasurer by that date you 
cannot participate in the Medical Defense Fund. 
You need not especially “remember the ides of 
March,” but you had better keep in mind the 
thirty-first of March. PAY YOUR DUES NOW! 





We believe that the so-called “closed” general 
hospital is an iniquity that should not be toler- 
ated in any community. Such an institution 
works harm to the public and to the medical pro- 
fession. It is all right to exclude from a general 
hospital the medical men who are not reputable 
or who are lacking in the qualifications which 
should be possessed to insure trustworthy service, 
but to bar from the hospital physicians of good 
ethical standing and proved reputation of having 
training and experience is radically wrong and 
deserving of the censure now placed upon such 
practices by the lay press. We have no objec- 
tion to the hospital staff; in fact we think that 
a staff is a necessary part of a well-organized 
and well-conducted hospital, but we cannot sub- 
scribe to the policies of some hospitals of ex- 
cluding from their doors any and all physicians 
who are not members of the staff.—Editorial, 
J. Ind. S. M. A., Feb., 1932. 
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DELAWARE PHARMACEUTICAL 
SOCIETY 


Dr. Doran’s Annual Report 


The annual report of Dr. J. M. Doran, com- 
missioner of industrial alcohol, for the fiscal year 
ending June 30, 1931, is of interest to the retail 
druggist and his friends. If we read this report 
right, the sixty-five tables giving statistics on 
permits and the amount of alcohol and liquors 
used and consumed tell very little about the 
independent retail druggist. This would lead 
us to believe that as a factor in the handling of 
liquor the retail druggist is doing his duty so 
well that he can no longer be considered as a 
serious disturbing figure in the distribution of 
alcohol and alcoholic preparations fit for bever- 
age purposes. The following figures though may 
be of interest to our members: 

“H” permits to use intoxicating liquors in the 
manufacture of preparations unfit for beverage 
use and for experimental purposes numbered 
23,415. 

2,665 new permits were issued. 

2,197 permits were canceled and surrendered 
—these figures showing largely the change in 
ownership in drug stores. 

1,196 permits expired, showing a strong ten- 
dency on the part of the independent retailer to 
give up the privilege of manufacturing his prep- 
arations containing alcohol, passing that work 
to the manufacturing pharmacist. 


Only 146 “H” permits were revoked. 


“IT” permits to use and sell intoxicating 
liquors numbered 19,564. 

3,520 new permits were issued. 

2,159 permits were canceled and surrendered. 

727 permits expired. 

523 permits were revoked. 

The report also shows that 977 physicians’ 
permits were revoked. This clearly shows that 
the matter of revocation is largely a problem 
dealing with prescriptions and the sale of whisky. 

33,506 permits were issued to dentists and 
veterinarians to use alcohol, and to dentists to 
prescribe liquor. 

Over 20,000 physicians’ permits either expired 
or were canceled and surrendered above the num- 
ber of new permits issued. 

These figures refute every statement made 
that the retail drug store is profiting by the sale 
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of liquor, or that liquor is a major profitable 
item. 

From figures based on the number of prescrip- 
tions issued, if all prescriptions issued were writ- 
ten, the average yearly dispensing of prepara- 
tions fit for beverage purposes would be in the 
neighborhood of sixty-five gallons per year per 
permit. Based on a reasonable estimate of the 
population of the United States, out of every 
twelve people living one of the twelve could 
have received a prescription once a year. 

Surely, as far as the retail drug store per- 
mittee is concerned, the United States is dry, and 
any wetness that might be observed or suspected 
is a problem of the government and others en- 
tirely outside of the retail drug store. 

These figures surely vindicate the retail phar- 
macist and show conclusively the ethical standard 
of those following the profession. 

—N.A.R. D. Journal 





WOMAN’S AUXILIARY 


The development of the Woman’s Auxiliary 
to the Kentucky State Medical Association has 
been slow but sure. Each year a few more of 
the wives, mothers, sisters, widows, and daugh- 
ters of the physicians of the state have become 
seriously interested in the possibilities of its de- 
velopment and their joint contributions have ren- 
dered it more and more effective. Not only in 
Kentucky but throughout the United States no 
other organization has contributed more to pub- 
lic health education, including the value of 
scientific medical service, than the women who 
are allied with the medical profession. A nat- 
ural result of this development in such an or- 
ganization has been for it to seek increasing 
avenues, both of self-improvement for its mem- 
bers and of expression for its plans, policies and 
methods, so that they can be of the greatest 
benefit to the public and to the profession. 

The State Medical Journals have given as 
generously of their space as has been found pos- 
sible. In Kentucky we have been able to give 
rather more than the average amount of space 
to the Auxiliary through the generosity of one 
of our members who has paid for the pages used 
by it. 

The Auxiliary, with the approval of the House 
of Delegates, at the Lexington meeting, felt that 
the time had come for recognizing the efficiency 
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and dignity of our Woman’s Auxiliary by per- 
mitting them to provide themselves with a 
vehicle for such expression and, to this end, with 
this issue we begin the publication of a quarterly 
supplement, which will be under the full editorial 
control, business management and financial sup- 
port of the Auxiliary. The officers of the or- 
ganization have secured sufficient financial sup- 
port to assure their financial independence. Of 
course, the supplement will be mailed to every 
member of the Association and we are writing 
this message to our members to urge them to 
take the supplement home so that the women 
of their families may know about the organiza- 
tion and may become affiliated with and support 
it. Its chief purpose will be to acquaint our 
women with the facts so that they may do their 
part in the leadership of public opinion along the 
constructive lines that have been approved by the 
State Medical Association and the American 
Medical Association. 

Before turning the supplement over to the 
women, who will naturally be most interested in 
it, we urge our members to look over its pages 
and we know they will feel the same pride in the 
excellence of the work that we do. The Wom- 
an’s Auxiliary to the Kentucky State Medical 
Association and to the American Medical Asso- 
ciation have found a permanent place for them- 
selves and will be heard from increasingly both 
quantitatively and qualitatively as years go by. 

—Ky. M. J., Jan., 1932. 





The mid-year meeting of the Board of Direc- 
tors of the Woman’s Auxiliary to the American 
Medical Association was held in Chicago Fri- 
day, November 13, at the Pearson Hotel, Mrs. 
Arthur B. McGlothlan, presiding. 

Twenty-three were in attendance. The re- 
ports indicated all chairmen actively engaged in 
promoting their -work. Increased interest in 
every department is being shown by many of 
the state and county units. 

Tentative plans were outlined for the program 
of the Annual Convention to be held in New 
Orleans, May 9-13, 1932. 

It was decided to allow a two-hour period for 
conferences for those departments desiring a 
conference. 

The president announces three conferences 
have already been requested—one on Organiza- 


Marcu, 1932 


tion, one on Press and Publicity, and one on Con- 
ference Methods. 





Here is an item from the Georgia Auxiliary 
notes that deserves the consideration of Auxili- 
aries in every state, because they too, if they 
desire, may be similarly favored: 


“The Metropolitan Life Insurance Company 
has offered the State Chairman of Health Edu- 
cation, Mrs. Bonar White, 12 sets of film strips, 
free of charge, for use in the 12 districts. They 
can be shown on such machines as—the Spencer 
Len Delmeascope, Bausch and Lomb, or Braco 
and S. V. E. Pictorial.” 

It is hoped that county Auxiliaries will avail 
themselves of this opportunity for health edu- 
cation and disease prevention. Among the 12 
subjects are “No More Diphtheria,’ “How to 
Live Long,” and “Lives of Health Heroes,” all 
especially suited for high school as well as adult 
audiences. 





TAKE THIs JoURNAL Home To Your WIFE 


It is a frequent comment among the members 
of our Woman’s Auxiliary that they “never see 
a Colorado Medicine.” Some of the members 
of this society may not have noticed that this 
journal carries a section for the physicians’ wives. 
In it are to be found articles upon national as 
well as local Auxiliary affairs. They are worthy 
of the attention of the doctors—and most cer- 
tainly of their wives. 

We are depending upon the support of the 
wives of the physicians throughout the country 
to augment our efforts in educating the public 
in preventive medicine, the health examination, 
and the proper direction of health legislation. 
They are capable of inspiring confidence where 
we may fail; they may convey messages to lay 
organizations which our ethics and humility, un- 
fortunately preclude. It is for our profession 
that they have organized and are working. Their 
value to our cause is unlimited; it will be largely 
in proportion to the aid and encouragement they 
receive at the hands of their physician husbands. 
It is known that a number of physicians are un- 
sympathetic with the Auxiliary and its work. 
May they allow themselves to recognize the 
potentialities of this organization and endeavor 
better to inform themselves of its capabilities. 
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It is hoped that each issue of Colorado Medi- 
cine will be placed in the hands of the wives of 
our Society members before each month has 
passed. There is material in the Auxiliary’s sec- 
tion which will be of interest; there will be read- 
ing matter in the other sections which will fur- 
ther enhance their understanding of the work of 
the profession. 

—Colo. Med., Nov., 1931 





The Woman’s Auxiliary to the Philadelphia 
County Medical Society has arranged for a 
Health Institute to be held Tuesday, April 12th, 
at the County Medical Society Building, south- 
east corner 21st and Spruce Streets. 

It is the purpose of this group to present a 
program that will merit the attention of all. 

Subjects of diversified interest, pertinent to 
health, will be discussed by those, who, by train- 
ing and experience, are qualified to speak au- 
thoritatively on these subjects. 

The Auxiliary bespeaks your co-operation and 
attendance. All our members are cordially in- 
vited. 

Morning session, 10.30; luncheon, 12.30; aft- 
ernoon session, 2.00. Luncheon, 75 cents. Send 
reservations (accompanied by check) by April 
9th, to Mrs. Levi Jay Hammond, The Barclay, 
Rittenhouse Square. 





MISCELLANEOUS 
Costs of Medical Care Discussed 

Implications for 120,000,000 people of a five- 
year study of the distribution and costs of health 
service in the United States, the results of which 
will be released in November, were outlined 
March 10, 1932, at the New York Academy of 
Medicine, at a public meeting jointly sponsored 
by the Committee on Public Health Relations 
of the Academy, and the Committeé on the 
Costs of Medical Care. 

Far-reaching and vital changes that impend 
in the organization of the nation’s health care 
were foreshadowed in the facts presented by three 
authorities, members of the Committee on the 
Costs of Medical Care, although it was stated 
that no final conclusions should be drawn until 
the committee makes its final report this autumn. 
This report, it was developed at the meeting, is 
being awaited with great interest by both lay- 
men and practitioners. 
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The speakers at the meeting, and their topics, 
were: 

Richard M. Smith, M. D., of Boston, “Out- 
standing Facts from the Studies of the Commit- 
tee on the Costs of Medical Care”; Allon Peebles, 
Ph. D., of Washington, D. C., ‘““The Unevenness 
of Distribution of the Costs of Medical Care’’; 
Nathan B. Van Etten, M. D., of New York City, 
“The Social and Economic Problems Facing the 
Medical Profession.” 

The enormous mass of data accumulated by 
the committee, it was brought out by the speak- 
ers, revealed the following unsatisfactory condi- 
tions urgently requiring attention, both in the in- 
terest of the general public and for the sake of the 
physicians, dentists, nufSes, and the rest of the 
million and a half people engaged in the $3,000,- 
000,000 health industry: 

1. All the people do not obtain all needed 
care (quantitatively and qualitatively), particu- 
larly preventive services. 

2. The cost is unevenly distributed among 
the people, causing hardship to some while others 
pay little or nothing. (Because of the uneven- 
ness of incidence of illness, individual family 
budgeting of expenditures cannot solve this prob- 
lem either for people of moderate means or for 
people of low economic status.) 

3. The incomes of practitioners are frequent- 
ly so uncertain, irregular, and low as to consti- 
tute a grave problem. 

4. Present methods of providing and paying 
for medical service are wasteful. 

The provision of adequate medical service is 
as essential to the national welfare as is public 
education, it was pointed out by the speakers, 
who stressed the need for concerted action by 
the practitioners and the general public in rem- 
edying present unsatisfactory conditions, to the 
end that the committee’s work may not be lost. 

For the first time, they publicly presented to 
the Academy findings obtained to date by the 
Committee on the Costs of Medical Care in its 
exhaustive investigation. The New York Acad- 
emy of Medicine, for the past twenty years, has 
been studying the problems of public health and 
community relationships. 

While the facts revealed by the speakers in- 
dicated that all is not well with the present pro- 
vision of medical care, no specific recommenda- 
tions were made on behalf of the committee. No 
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conclusions, it was pointed out, can be drawn 
until all the studies have been completed. The 
final report of the committee, to be published 
next November, will contain specific recommen- 
dations based on all the evidence. 


Dr. Smith outlined the work of the committee 
since its formation in 1927. Its chairman is 
Secretary of the Interior Ray Lyman Wilbur, 
formerly dean of the Stanford University Medi- 
cal School and president of Stanford University. 


Its purpose is to study the problem of “the 
delivery of adequate, scientific medical service 
to all the people, rich and poor, at a cost which 
can be reasonably met by them in their respective 
stations in life.” 

It includes sixteen physicians in private prac- 
tice; six representatives of the field of public 
health; twelve representatives of medical and 
dental schools, hospitals, nurses, and the Ameri- 
can Medical Association; six economists; and 
ten representatives of the public. 


Its investigations are conducted by a research 
staff, with headquarters in Washington, under 
the direction of Dr. Harry H. Moore. Medical 
associations and other professional organizations 
are co-operating in the work being done. 


Funds for the undertaking have been furnished 
by the Carnegie Foundation, the Milbank Memo- 
rial Fund, the Russell Sage Foundation, the 
Twentieth Century Fund, the Julius Rosenwald 
Fund, the Rockefeller Foundation, the New York 
Foundation, and the Josiah Macy, Jr., Foun- 
dation. 

There are about 130,000,000 cases of disabling 
illness in the United States each year and an 
equal number of illnesses not producing disabil- 
ity, Dr. Smith pointed out. To care for the 
nation’s health there are a total of 1,481,000 
workers, including 143,000 physicians, over 67,- 
000 dentists, 200,000 trained nurses, and 100,- 
000 pharmacists. 

Studies by the committee, Dr. Smith said, in- 
cluding exhaustive investigations of all health 
activities in Franklin County, Vermont, a typi- 
cal New England community; Shelby County, 
Indiana, a mid-western agrarian district; San 
Joaquin County, California, a far-west rural and 
urban area; and Philadelphia, a typical large 
city, revealed such significant facts as the fol- 
lowing: 
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1. Physicians receive only one-quarter to 
one-third the total expenditure for health care, 


2. The amount spent for drugs and medicines 
is high. 

3. Public health work obtains a small allo- 
cation of funds. 

As illustrative of conditions, Dr. Smith quoted 
the Vermont survey: “The common belief that 
the poor receive necessary medical care is not 
supported by the survey, in spite of the extensive 
provision of free services by physicians, and in 
spite of expenditures for indigent persons by 
towns. The group which suffers most is com- 
posed of people with small resources who des- 
perately attempt to maintain financial independ- 
ence. Because they are unable to pay doctors or 
dentists, they postpone seeking medical advice 
and attention.” 

Dr. Smith went on to describe the various ex- 
periments that have been tried for bringing medi- 
cal service to the public more thoroughly and 
efficiently. He described organized medical 
service provided by industrial organizations, cit- 
ing the committee’s study of the Endicott-John- 
son Workers’ Medical Service as a highly de- 
veloped example. 

He also described the experiment, studied by 
the committee, of certain rural communities in 
the province of Saskatchewan, Canada, which at- 
tacked the problem of obtaining good medical 
care for their citizens by employing or subsidiz- 
ing medical practitioners as “municipal doc- 
tors.” 

“The municipal doctor system,” Dr. Smith 
commented, ‘does not of itself completely solve 
the problem of distributing more equably the 
total costs of medical care ina community. Such 
distribution could be accomplished only by in- 
cluding in the system provision for complete 
medical care, including nursing, dentistry, and 
hospitalization, even if obtained from outside the 
municipalities. At present the most expensive 
illnesses—those requiring major surgery and hos- 
pitalization—are borne by a few individuals or 
families, except in the cases of indigent persons 
whose medical costs are met from community 
funds.” 

He also touched on organized medical service 
developed in connection with schools and uni- 
versities, now being studied by the committee; 
special facilities some hospitals are beginning to 








Marcu, 1932 


provide for people of moderate means; methods 
of payment for medical services by a distribution 
of the expense over large groups of people and 
over long periods of time, likewise to be reported 
on soon by the committee; and group clinics 
formed by physicians themselves. 

Costs of illness, including all types of service 
to 4,560 families, residing in eleven states and 
two cities outside those states, and representing 
a wide range of economic and social groups, were 
cited by Dr. Peebles to show how the unevenness 
of the distribution of costs of medical care throws 
a badly-adjusted burden on the community. 


His figures showed that in the income group 
from $2,000 to $3,000, less than one-third of 
the families bore three-quarters of the burden 
of the cost of illness; and nine per cent of the 
families had to spend one-tenth of their annual 
income—in many cases much more—for medical 
service. In other groups similar uneven distri- 
bution was shown. 

The following results of “the uneven incidence 
of illness and the consequent uneven distribution 
of the costs of medical care,” were listed by Dr. 
Peebles: 

1. Effects upon the professions and _institu- 
tions providing service: 

a. Increase in the amount of charity work 
performed by physicians, dentists, and hospitals. 

b. Reduced fees. 

c. Increased attention to business details 
making inroads on the professional time of the 
practitioner. 

d. Lowering of standard of living of practi- 
tioner because of reduced income. 

2. Effects upon the public: 

a. Postponement of needed medical care. 

b. Necessity for patients to ask for free serv- 
ices or reduced fees. . 

c. Exhaustion of savings and piling up of 
debts by some patients. 

d. Insufficient total funds for maintaining 
adequate medical care for all, because too few 
bear the burden. 

e. Undue criticism of the medical profession 
by patients who bear the brunt of costs. 

In an address giving some striking personal re- 
flections on the medical scene, Dr. Van Etten 
said that the medical and allied professions, sci- 
entifically developed to the utmost degree, trail 
far behind the times in their social and economic 
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relations with the public. He reviewed the con- 
trasts between 19th and 20th century medical 
practice, and pointed to developments of vast 
import which he predicted will change the entire 
aspect of health care of the nation. 

“Physicians practising in the last half of the 
19th century,” he stated, “were still real individ- 
ualists holding outstanding leadership in’ their 
communities—highly respected—consultants on 
every problem of family life—treceiving small 
fees or no fees or fees in kind, such as chickens, 
eggs, or potatoes—and suffering little competition 
from specialists.” 

“The science of medicine has developed much 
more rapidly than the art and the application 
of medicine,’ Dr. Van Etten said, remarking 
that “reactionaries have dug their heels deeply 
into the soil of tradition and resisted modern 
change with every conservative argument.” 


The 20th century, Dr. Van Etten went on, 
has seen a tremendous development of sectarian 
groups of practitioners, who have gained public 
confidence to the extent of taking a total of 
$125,000,000 annually for their services. 

There has also appeared a tremendous volume 
of national advertising on health subjects, by 
commergial and professional groups, some of it 
helpful, much of it misleading, “while the con- 
servative ethics and traditions of our profession 
are timidly restraining greatly needed educa- 
tional group advertising by honest and conscien- 
tious physicians.” 

“The 20th century is staging a most remark- 

able development of public consciousness of the 
vital importance of individual and community 
health” Dr. Van Etten continued. 
‘ “The dictum that ‘Public Health is Purchas- 
able’ and that ‘Any community may within cer- 
tain limits determine its death rate’ has, through 
continued reiteration, been accepted not only as 
a basic fact but also as an ultimate goal. The 
medical profession cherishes the ideal of lower 
mortality and lower morbidity as its highest pos- 
sible accomplishment.” 

Describing some of the multitudinous lay and 
professional groups, “all seeking basic facts and 
practical methods for the promotion of happi- 
ness and prosperity through public health,” he 
said that there should be some co-ordinating ma- 
chinery for these agencies, and educational agen- 
cies to disseminate the facts. 
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“Physicians are the servants of the sick, and 
the sick must be guaranteed good servants. Phy- 
sicians are the poorly paid servants of the sick. 
Their sick employers are traditionally improvi- 
dent—taking no account of tomorrow’s need 
through accident or infection, or family increase, 
or the decadence of age.” 

All these difficulties are further complicated 
by the expense of a medical education, the cost 
of equipment, and the demand that physicians 
maintain an expensive “front,” Dr. Van Etten 
went on. 

“T have not the slightest desire to prescribe a 
formula,” he concluded, “but I believe that the 
average net incomes of physicians and the gen- 
eral satisfaction of the people of this country 
would be greatly improved by close organization 
and intensive development of all health elements 
under active medical leadership. 

“The Committee on the Costs of Medical Care 
has no panacea for the economic wastes of sick- 
ness, but it is to be hoped that its collective data 
will of itself compel solutions which will promote 
-~ind advances in intelligent service to all classes 
of people and maintain high moral and material 
standards for the medical profession.” 





Reading Xray Films 


A startling new improvement in the equip- 
ment used by physicians for illuminating xray 
films when they are reading them to make their 
diagnosis, has just been announced by the West- 
inghouse Xray Company. 

Physicians who have already examined xray 
films with this new equipment have marveled 
at the ease with-which they can detect the many 
fine shadows in the films which mean so much 
in diagnosis, not only of doubtful cases, but even 
of routine cases as well. 


This remarkable improvement is the result of 
three new developments. The first of these is a 
radically different type of incandescent lamp, 
giving a far more intense light than the lamps 
heretofore available for this purpose. This 
greater intensity is obtained through the use of 
a newly discovered type of lamp filament con- 
struction. The second development is a new type 
of diffusing glass, technically known as Blue 
Daylight Glass. The third development is a 
new type of viewing box. 
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The new lamp is mounted in the rear of the 
inside of this box and the new glass on the front. 
The intense light from the lamp is evenly dis- 
tributed over the glass and shines through, giv- 
ing a very strongly illuminated field. The xray 
films are clipped on the front of the glass for 
examination. 





What’s in a Name? Are You an M. D. or 
Only a “Doctor”? 


To the public, the term “doctor” carries no 
distinctive significance. In this day of innumer- 
able quacks and rapidly spreading cults, the term 
“doctor” has lost most, if not all, of its original 
significance. It no longer implies special training 
and unusual skill—it is hardly a badge of re- 
spectability! It does not even imply a knowledge 
of medicine; one can be a doctor of almost any- 
thing, and the laity has shown definite willing- 
ness to apply the title promiscuously. For ex- 
ample, the orchestra leader in one of the large 
hotels on Chestnut Street is known as “Doc”; 
your barber probably feels somewhat flattered 
when his patrons call him “‘doctor’’; a well-known 
bootlegger in Philadelphia is always known as 
“Doc”; the druggist’s clerk is always a little 
more attentive when you address him as “doc- 
tor”; while the man who grinds spectacles ex- 


’ 


pects to be known as “doctor.” 

We, as physicians, should be more jealous of 
our title, which is ours by right and virtue of 
having completed many years of study in medi- 
cine, followed by licensure by the State or Na- 
tional Board of Medical Examiners, and none 
but those who have fulfilled these rigid require- 
ments can employ the title M. D., which when 
appearing after a name carries with it a definite 
implication that the possessor is a licensed doctor 
of medicine, highfy trained and worthy of pa- 
tronage and confidence. 

For man years the writer has discarded the 
title “Doctor” except conversationally, employ- 
ing the distinctive title M. D. in all communica- 
tions, letterheads, billheads, etc. It is suggested 
that the medical profession at large consider the 
definite advantage of separating themselves from 
the common herd by dropping the meaningless 
word “Doctor,” and always appending the title 
“M. D.,” reserving the less distinctive term for 
conversation only.—Phila. Weekly Roster. 





